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Update: Influenza Activity — United States, 2003-04 Season 


Influenza began circulating in the United States unusually 
early this season, and influenza activity nationwide is expected 
to increase. Cases of severe disease, including deaths, have been 
reported in children. This report summarizes influenza activ- 
ity in the United States during the weeks ending October 4- 
December 6, 2003*. During the week ending December 6, 
influenza activity was reported to CDC as widespread in 24 
states (Figure). The early season and the unusually high and 
persistent demand for vaccine have resulted in a decreasing 





* Data reported as of December 5 


FIGURE. States in which estimated influenza activity has been 
reported by state epidemiologists, by level of activity* — United 
States, November 23-29, 2003 
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supply of trivalent inactivated vaccine. Emphasis should be 
placed on vaccinating persons at high risk for complications 
from influenza, including healthy children aged 6-23 months. 
Healthy persons aged 5—49 years who wish to receive vaccine 
should consider being vaccinated with the intranasally admin- 
istered live, attenuated influenza vaccine (LAIV), a substan- 
tial supply of which remains available. 


National Surveillance 


CDC conducts national influenza surveillance by monitor- 
ing 1) viruses through a system of approximately 120 World 
Health Organization (WHO) and National Respiratory and 
Enteric Virus Surveillance System (NREVSS) laboratories, 
2) visits for influenza-like illness (ILI)' through the U.S. 
Influenza Sentinel Providers Surveillance Network, 3) the per- 
centage of U.S. deaths attributable to pneumonia and influ- 
enza (P&I) reported through the 122 Cities Mortality 
Reporting System, and 4) estimated levels of influenza activ- 
ity reported to CDC by state and territorial epidemiologists. 
CDC also receives reports from clinicians and local health 
officials on influenza outbreaks and cases nationwide. 





Temperature of >100.0° F (37.8" C) and cough and/or sore throat in the absence 
of a known cause other than influenza 











*Levels of activity are 1) no activity, 2) sporadic—small numbers of 
laboratory-confirmed influenza cases or a single influenza outbreak 
reported but no increase in cases of ILI, 3) joca+—outbreaks of influenza 
or increases in influenza-like illness (ILI) cases and recent laboratory- 
confirmed influenza in a single region of a state 4) regionat—outbreaks of 
influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in at least two but less than half the regions of a state, and 5) 
widespread—outbreaks of influenza or increases in ILI cases and recent 
laboratory-confirmed influenza in at least half the regions of a state. 
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Influenza Virus Surveillance 

For the weeks ending October 4—-December 6, WHO and 
NREVSS collaborating laboratories in the United States tested 
24,906 respiratory specimens for influenza viruses; 6,751 
(27.1%) were positive. During the same period, the weekly 


percentages of respiratory specimens testing positive for 


influenza viruses increased from 1.4% to 37.1%. During the 


2000-01, 2001-02, and 2002-03 influenza seasons, the peak 
percentages of specimens testing positive for influenza ranged 
from 23.2% to 26.4%. During the 1999-00 influenza sea- 
son, when influenza A (H3N2) viruses predominated, the peak 
weekly percentage of specimens testing positive was 30.9% 
(J; CDC, unpublished data, 2003). 

Of the 6,751 positive isolates, 6,716 (99.5%) were influ- 
enza A viruses, and 35 (0.5%) were influenza B viruses. Of 
the 6,716 influenza A viruses, 1,255 (18.7%) have been 
subtyped; 1,254 (99.9%) were influenza A (H3N2) viruses, 
and one (0.1%) was an influenza A (H1) virus. As of Decem- 
ber 6, a total of 47 states and all nine surveillance regions 
had reported laboratory-confirmed influenza. 

CDC has characterized antigenically 215 influenza viruses 
that were collected and submitted by U.S. laboratories since 
October 1. Of these, 212 were influenza A (H3N2) viruses, 
and one was an influenza A (H1) virus. Of the 212 influ 
enza A (H3N2) viruses, 54 (25%) were similar antigenically 
to the vaccine strain A/Panama/2007/99 (H3N2), which is 
contained in this season's vaccine, whereas 158 (75%) were 
similar antigenically to A/Fujian/411/2002, a drift variant 


of A/Panama/2007/99 


ILI Surveillance 
During the weeks ending October 4—December 6, the 
weekly percentages of patient visits® to approximately 1,000 


sentinel providers nationwide for ILI increased from 0.9% to 


5.1%, which is above the national baseline’ of 2.5%. During 


the 2000-01, 2001—02, and 2002-03 influenza seasons, the 
peak weekly percentages of patient visits for [LI ranged from 
3.3% to 4.4%. During the 1999-00 season, the peak weekly 
percentage for patient visits for ILI was 7.1% (/; CD 


unpublished data, 2003). 


P&I Mortality Surveillance 


During the week ending December 6, P&I] accounted for 


7.0% of all deaths reported through the 122 Cities Mortality 
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Reporting System. The epidemic threshold** for that week 
was 7.6%. Since the week ending October 4, the weekly per- 
centage of P&I deaths has been below the epidemic thresh- 
old. The percentage of P&I deaths exceeded the epidemic 
threshold for zero weeks during the 2002-03 influenza sea- 
son, for 9 weeks during the 2001-02 season, and for 10 weeks 
during the 2000-01 influenza season. During the 1999-00 
influenza season, the percentage of P&I deaths exceeded the 
epidemic threshold for 15 weeks (J; CDC, unpublished data, 
2003). 


Activity Reported by State and Territorial 
Epidemiologists 

During the week ending December 6, influenza activity"’ 
was reported as widespread in 24 states (Alaska, Arizona, 
Arkansas, Colorado, Idaho, Indiana, lowa, Mississippi, Mis- 
souri, Montana, Nebraska, Nevada, New Mexico, North Caro- 
lina, Oklahoma, Oregon, Pennsylvania, Rhode Island, 
Tennessee, Texas, Utah, Virginia, Washington, and Wyoming), 
regional in 15 states (Alabama, California, Connecticut, 
Florida, Georgia, Illinois, Kansas, Kentucky, Maryland, Min- 
nesota, New York, North Dakota, Ohio, South Carolina, and 
West Virginia) and New York City, and local in six states (Loui- 
siana, Massachusetts, Michigan, New Jersey, South Dakota, 
and Vermont) and the District of Columbia. Sporadic influ- 
enza activity was reported in five states (Delaware, Hawaii, 


Maine, New Hampshire, and Wisconsin) and Guam. 


Reports of Severe Illness and Deaths 
Pediatric cases. CDC has received reports of severe com- 
plications of influenza occurring in young infants, school-age 
children, and adolescents. Complications have included 
encephalopathy, seizures, dehydration with severe hypoten- 
sion, respiratory failure requiring mechanical ventilation, and 
secondary bacterial pneumonia, including necrotizing pneu 
monia with community-associated methicillin-resistant 
Staphylococcus aureus (CA-MRSA). Three deaths (an infant 
aged 20 months with underlying reactive airways disease, a 


previously healthy infant aged 22 months, and a previously 





Che expected baseline proportion of P&I deaths reported by the 122 ¢ 


Mortality Reporting System is projected by using a robust regression procedure 
that applies a periodic regression model to the observed percentage of deaths 


trom P&I during the previous 5 years; the epidemic tl reshold is 1] 
standard deviations above the seasonal baseline percentage (2 


Levels of activity are | 2) sporadic—small numbers of laborator 
confirmed influenza cases or a single influenza outbreak reported but no increase 
in cases of ILI, 3) /ocal—outbreaks of influenza or increases in ILI cases and 
recent laboratory-confirmed influenza in a singl region of a state, 4) regiona 
outbreaks of influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in at least two but less than half the regions of a state, and 
videspread outbreaks of influenza or increases in ILI cases and recent 


laboratory-confirmed influenza in at least half the regions of a state 


healthy child aged 16 years) have been associated with sec- 
ondary pneumonia caused by CA-MRSA. Other influenza- 
related deaths not related to CA-MRSA in children have 


occurred. Fatal cases reported to CDC are being investigated 


by local and state health authorities. Laboratory testing has 


confirmed influenza A virus infection in these fatal cases; 
antigenic characterization is pending. The vaccination status 
of the majority of the deceased children has not been deter- 
mined. 

Pregnant women. |n Texas, 88 pregnant women had labo- 
ratory-confirmed influenza A infections. Symptoms included 
fever, cough, and profound sinus tachycardia (i.e., 150-170 
beats per minute) that resolved subsequently. One patient 
required intensive care for bilateral pneumonia and myocardi- 
tis. Of the 88 patients, two (2.3%) had been vaccinated 2 and 
10 days before admission, respectively. No influenza- 
associated maternal deaths occurred; one case of fetal loss 
occurred but was not attributed to maternal influenza infec- 
tion. The majority of the 88 cases were associated with influ- 
enza A infection; however, influenza B viruses also were 
detected. 

Reported by: S Harper, MD, T Uyeki, MD, E Murray, MSPH 
L Brammer, MPH, | Wright, DVM, K Fukuda, MD, N Cox, PhD 
Div of Viral and Rickettsial Diseases; C McDonald, Div of Healthcare 
Quality Promotion, National Center for Infectious Diseases; M Wharton 
MD, Epide miology and Surveillance Div, National Immunization 
Program, CD( 

Editorial Note: Influenza seasons can vary substantially in 
terms of timing and pattern of onset, peaking, decline, and 
overall severity. In the United States, the 2003-04 influenza 
season began unusually early, with community activity first 
reported in early October, followed by continued spread of 
influenza activity during the weeks ending October 4 

December 6. National activity levels have not yet peaked, and 
neither the duration of activity nor the season's eventual mag- 
nitude is known. As of December 6, influenza A (H3N2) 
viruses predominated in the United States, but different 
influenza viruses might predominate later in the season 
Influenza seasons dominated by A (H3N2) viruses (e.g., those 
in 1996-97, 1997-98, and 1998-99) typically are associated 
with high levels of severe illness and deaths (3). No evidence 
exists to indicate that the A/Fujian-like viruses in circulation 
are more virulent than other influenza A (H3N2) viruses. 
However, reports of severe pediatric illnesses and deaths 
underscore the severe consequences that influenza infections 
can cause in children (4). 

Cases of sudden death associated with influenza in previ- 
ously healthy children also were reported in the United States 
during the 2002-03 season (4; CDC unpublished data, 2003). 


Although the pathophysiology of sudden deaths associated 
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turers and LAIV made by a third manufacturer, were produced 


for the 2003—04 influenza season. All doses of trivalent inacti 


vated vaccine appear to have been sold by the manufacturers 
ind their major distributors. Trivalent inactivated vaccine re- 
mains available from physicians’ offices and in other settings. 
As of December 9, a total of 3.9 million doses of LAIV were 
available from the manufacturer (Wyeth Pharmaceuticals, 
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( ollegeville, Pennsylvania, telephone 800-358-7443 


lo ascertain the availability of influenza vaccine, CDC con- 


| 


ducted a survey of state and urban area immunization pro 
grams. As of December 3, a total of 28 states had redistributed 
influenza vaccine from health-care providers and public 
immunization clinics that had excess supplies to those that 


needed vaccine. In addition, 34 states had influenza vaccine 
inventory that had not been distributed. However, in an aver 
we year, <10% of influenza vaccine is purchased by state health 
departments. 

Influenza antiviral medications are available for use in adults 
ind children. Four prescription antiviral medications (1.« 
amantadine, rimantadine, oseltamivir, and zanamivir) are 
ipproved for treatment of influenza A virus infections. 
Oseltamivir and zanamivir also are approved for treatment of 
influenza B. The costs, routes of administration, adverse effects, 
contraindications, approved ages, and potential for antiviral 
resistance differ among the four drugs When administered 
within 48 hours of symptom onset antiviral treatment of 
influenza can reduce the duration of illness by approximately 
| day in healthy adults (9). Data on the use of any of the four 
antiviral agents during pregnancy are not available. Amanta 
dine, rimantadine, and oseltamivir also are approved for 
chemoprophylaxis of influenza A virus infections and can be 
used for control of institutional influenza outbreaks. When 
used for chemoprophylaxis, antivirals can be approximately 
7IY%~IY% 


effective venting illness in healthy adults 


9,10). To obtain information about ipproved age groups, 
dosing, and adverse effects, clinicians should consult antiviral 
drug package inserts (available from the Food and Drug 
Administration at http://www.fda.gov/cder/drug/antivirals 
influenza/detault.htm#drugs 

CDC has published recommendations for prevention and 

| of influen uilabl http: Ic. gov/t A 

control of influenza (available at http://www.cdc.gov/mmwt 
PDF/rr/rr5208.pdi 


been released for the 2003—04 influenza season (Box). Influ 


Supplemental recommendations have 


enza surveillance reports for the | nited States are published 
weekly during October—May and are available from CDC at 
hetp://ww v.cde.gov/flu or through CDC's voice (telephone, 


> 


888-232-3228) and fax (telephone, 888-232-3299, document 


number 361100) information systems 
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U.S. surveillance case definition for SARS and updates 


reported cases of SARS worldwide and in the United States. 





Summary of Changes to Case Definition 


The revised SARS case definition (Box) modifies the clini- 





cal, epidemiologic, laboratory, and case-exclusion criteria in 





the U.S. surveillance case definition used during the 2003 





epidemic. In the clinical criteria, “early” illness replaces 





“asymptomatic” or “mild” illness. The epidemiologic criteria 





include the following new categories: 1) possible exposure to 
SARS-CoV and 2) likely exposure to SARS-CoV. Laboratory 


criteria for evidence of SARS-CoV infection reflect advances 







in testing technology. The case-exclusion criteria have been 





changed to allow for exclusion when a serum sample collected 





>28 days after onset of symptoms is negative for antibody to 
SARS-CoV. 

The revised case definition also classifies each SARS case as 
either a SARS report under investigation (SARS RUI) or 
SARS-CoV disease. SARS RUI is a sensitive, nonspecific case 


classification based solely on clinical or epidemiologic criteria 








and includes cases classified previously as probable or suspect. 





SARS-CoV disease is a more specific case classification based 





on selected clinical and epidemiologic criteria or laboratory 





confirmation. SARS RUIs might subsequently meet the defi- 





nition for SARS-CoV disease based on results from labora- 





tory testing (Tables 1 and 2). 





| Update on SARS Cases 
During November 2002-July 2003, a total of 8,098 prob- 


able SARS cases were reported to the World Health Organi- 







zation (WHO) from 29 countries, including 29 cases from 





the United States; 774 SARS-related deaths (case-fatality rate: 





9.6%) were reported, none of which occurred in the United 





States (6). Fight U.S. cases had serologic evidence of SARS- 





CoV infection; these eight cases have been described previ- 
ously (7-10). A total of 156 reported U.S. SARS cases from 


the 2003 epidemic remain under investigation, with 137 







(88%) cases classified according to previous surveillance cri- 





teria as suspect SARS and 19 (12%) classified as probable 





SARS. Because convalescent serum specimens have not been 





obtained from the 19 probable and 137 suspect cases that 





remain under investigation, whether these persons had SARS- 





CoV disease is unknown. 









Reported by: SARS Team and Executive Committee, Council of State 





and Territorial Epidemiologists. SARS Investigative Team, CD( 






SARS reflects an improved understanding of the clinical and 








laboratory characteristics of SARS-CoV. The revision differ- 





entiates patients with nonspecific clinical illness or less defini- 





Editorial Note: The revised surveillance case definition for 


tive epidemiologic associations (i.e., SARS RUIs) from those 
with laboratory-confirmed SARS-CoV infection or more 
definitive epidemiologic links (i.e., cases of SARS-CoV dis- 
ease). Local and state health departments will monitor SARS 
RUIs to ensure implementation of prompt public health mea- 
sures for preventing disease transmission if SARS-CoV is con- 
firmed subsequently. Numerous SARS RUIs probably will be 
excluded as SARS cases as laboratory results become available 
during the course of illness. Surveillance data for cases meet- 
ing the SARS-CoV disease case definition will be reported to 
NNDSS and included in the weekly statistical summary of 
notifiable infectious diseases in the United States published in 
MMWR (Table 1. Summary of provisional cases of selected 
notifiable diseases, United States). 
Reporting of cases meeting previous SARS definitions ended 
in late July 2003. However, case numbers continue to change 
as new clinical information or results of additional laboratory 
testing on cases reported previously become available. 
Updated case counts reflecting these changes are available from 
CDC at http://www.cdc.gov/od/oc/media/sars/cases.htm. 
Efforts are under way to prepare for a possible reappearance 
of SARS-CoV. CDC, in collaboration with other federal part- 
ners, state and local health officials, professional organizations 
and societies, and representatives of the health-care industry, 
has developed a guidance document to help public health and 
health-care officials detect the reappearance of SARS-CoV in 
the United States quickly and implement a decisive and effec- 
tive public health response. The document, “Public Health 
Guidance for Community-Level Preparedness and Response 
to Severe Acute Respiratory Syndrome (SARS),” is available 
at hetp://www.cde.gov/ncidod/sars/sarsprepplan.htm. 
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BOX. Revised Council of State and Territorial Epidemiologists surveillance case definition for severe acute respiratory syndrome 
(SARS), December 2003 





Clinical Criteria 
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BOX. (Continued) Revised Council of State and Territorial Epidemiologists surveillance case definition for severe acute respira- 
tory syndrome (SARS), December 2003 





: "ct — 7 shor ) esenstu ¢ re 
Reports in persons from areas where S. 1RS activity is occurring 


¢ SARS RUI-2: Cases meeting the clinical criteria for mild-to-moderate illness and the epidemiologic criteria for possibl 


‘ . Tr «« 
exposure (spring 2003 CDC definition for suspect Cases 


t 


¢ SARS RUI-3: Cases meeting the clinical criteria for severe illness and the epidemiologic criteria for possible exposure 
(spring 2003 CDC definition for probable cases?4) 

* SARS RUI-4: Cases meeting the clinical criteria for early or mild-to-moderate illness and the epidemiologic criteria for 
likely exposure to SARS-Co\ 

ARS-CoV disease 

¢ Probable case of SARS-CoV disease: meets the clinical criteria for severe respiratory illness and the epidemiologic criteria 
for likely exposure to SARS-CoV 

¢ Confirmed case of SARS-CoV disease: clinically compatible illness (i.e., early, mild-to-moderate, or severe) that is labora 
tory confirmed 





to SARS-Co\ 
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TABLE 1. Severe acute respiratory syndrome—associated 
coronavirus (SARS-CoV) case classification before laboratory 
testing, by clinical and epidemiologic criteria 





Clinical criteria for degree of iliness 


Epidemiologic Mild to 
criteria Early moderate 





Severe 
SARS RUI"*-1 





Unknown 


SARS RUI-2 SARS RUI-3 


Possible 


Likely SARS RUI-4 SARS RUI-4 Probable case of 


SARS-CoV disease 





* Report under investigation 


TABLE 2. Severe acute respiratory syndrome—associated 
coronavirus (SARS-CoV) case classification after laboratory 
testing, by initial report category 





initial report Laboratory testing results 


category 
SARS RUIT-1 
to SARS RUuI-4 





Negative* Positive Not performed 





Excluded Confirmed case of Undetermined 


SARS-CoV disease 
Probable case Excluded Confirmed case of 
of SARS-CoV SARS-CoV disease 


yisease 


Probable case of 
SARS-CoV disease 





* Negative test as defined by negative antibody titer taken >28 days after 
the onset of symptoms. A negative polymerase chain reaction result does 
, not rule out SARS-CoV disease 
Report under investigatior 


Collection and/or laboratory testing of spec was not completed 


Reptile-Associated Salmonellosis — 
Selected States, 1998-2002 


1 


During 1998—2002, CDC received reports from state health 
departments regarding Sa/monella infections in persons who had 
contact with reptiles (e.g., lizards, snakes, and turtles). Sa/mo 
nella intections usually cause gastroenteritis but can result in 
invasive illness (e.g., septicemia and meningitis), especially in 
infants and immunocompromised persons. For decades, rep 
tiles have been known as a source for salmonellosis (/); how 
ever, numerous reptile owners remain unaware that reptile 
contact places them and other household members, including 


] 


children, at greater risk for salmonellosis (2 


Increasing evi 
dence suggests that amphibians (e.g., frogs, toads, newts, and 
salamanders) also can pose risks for salmonellosis in humans 
3,4). This report describes cases of reptile-associated salmonel 
losis in Six states’, offers recomme ndations on pre ve nting trans 
mission of Sa/monella trom reptiles and amphibians to humans 
Box), and provides an update on state regulations mandating 


education at pet stores bout salmonellosis 





BOX. Recommendations for preventing transmission of 
Salmonella from reptiles and amphibians to humans 





¢ Pet-store owners, health-care providers, and veterinar- 
ians should provide information to owners and poten- 
tial purchasers of reptiles and amphibians about the risks 
for and prevention of salmonellosis from these pets. 
Persons at increased risk for infection or serious com- 
plications from salmonellosis (e.g., children aged <5 years 
and immunocompromised persons) should avoid con- 
tact with reptiles and amphibians and any items that 
have been in contact with reptiles and amphibians. 
Reptiles and amphibians should be kept out of house- 
holds that include children aged <5 years or immuno- 
compromised persons. A family expecting a child should 
remove any pet reptile or amphibian from the home 
before the infant arrives. 
Reptiles and amphibians should not be allowed in child- 
care centers. 
Persons always should wash their hands thoroughly with 
soap and water after handling reptiles and amphibians 
or their cages. 
Reptiles and amphibians should not be allowed to roam 
freely throughout a home or living area. 
Pet reptiles and amphibians should be kept out of kitch- 
ens and other food-preparation areas. Kitchen sinks 
should not be used to bathe reptiles and amphibians o1 
to wash their dishes, cages, or aquariums. If bathtubs 
are used for these purposes, they should be cleaned thor- 
oughly and disinfected with bleach. 


| 


Reptiles and amphibians in public settings (e.g., zoos 


¢ 
+" 
Pe 


and exhibits) should be kept from direct or indirect con 
tact with patrons except in designated animal-contact 
areas equipped with adequate hand-washing facilities. 
Food and drink should not be allowed in animal 


contact areas. 











Case Reports 

California. During December 2001, an infant aged 3 
months was taken to an emergency department (ED) after | 
day of bloody diarrhea and fever. The infant was sent home 
with no therapy and recovered in 2 days; a stool specimen 
yielded Salmonella serotype Nima. Although no reptiles lived 
in the home, the infant's father was a high school biology 
teacher who handled reptiles in the classroom, including a 
large snake (i.e., a boa) that he often draped over his shoul 
ders. A stool culture from the snake grew S. Nima. When 
interviewed, the father indicated that he knew reptiles carry 
Salmonella and was careful to wash his hands after handling 
them or their containers. However, he did not change cloth 


ing when he came home from work before holding his child. 
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Connecticut. During June 2002, a child aged 21 months 
was admitted to a hospital with fever, abdominal cramps, and 
bloody diarrhea. The child received no antibiotic therapy and 
was discharged the next day. Blood and stool cultures yielded 
Salmonella serotype Poona. A sibling aged 6 years also had 
fever and bloody diarrhea and a stool culture that yielded 
S. Poona. The family had purchased an iguana approximately 
| month earlier. The children had cleaned the iguana’s cage 
and handled the iguana 2 days before their illness onsets. A 
stool culture from the iguana grew S. Poona; isolates from the 
iguana and the two siblings were indistinguishable by pulsed 
field gel electrophoresis (PFGE). 

Florida. During January 2000, an infant aged 1 month vis- 
ited a clinic with fever and diarrhea; the infant was not hospi- 
talized. A stool specimen yielded Sa/monella serotype 
lennessee. One week before illness onset, the infant's family 
moved into a household that contained a bearded dragon (i.e., 
Pogona vitticeps). The pet reptile’s cage had been washed in 
the kitchen near the infant's bottle nipples. A stool culture 
from the bearded dragon yielded S. Tennessee. Isolates from 
the infant and the bearded dragon were indistinguishable by 
PFGE. An adult in the house reported being aware that turtles 
and iguanas are reservoirs for Sa/monella but unaware that all 
reptiles can carry Salmonella. The bearded dragon was placed 
outside the home and later donated to a zoo. 

North Dakota. During March 1998, twin infants aged 2 
weeks were admitted to a hospital after 1 day of poor feeding, 
diarrhea, and fever. They were treated intravenously with 
ampicillin for 6 days. The infants’ mother and a child aged 3 
years in the home also had diarrhea. Stool specimens from 
one of the twins, the mother, and the older child yielded Sa/ 
monella with the partial serotype O group 44, 45, 47, 48, o1 
50, H antigen G complex. The family recently had acquired 
an iguana, which was not allowed out of its cage. Only the 
mother handled the reptile and cleaned the cage. When the 
family learned that the iguana was the probable source of Sa/ 
monella infections, the iguana was euthanized. Culture of 
intestinal contents from the iguana yielded Salmonella with 
the same partial serotype as the patients isolates. | he clinical 
isolate from the twin was sent to CDC for complete serotyping 
and found to be Salmonella serotype 1V 48:g,z<,:- (known 
formerly as S. Marina). 

Ohio. During August—October 2000, local health depart- 
ments reported seven gastrointestinal illnesses associated with 
iguanas or turtles acquired at county fairs. In one incident, 
two siblings aged 11 and 13 years with diarrhea and abdomi 
nal cramping visited an ED. No stool specimens were col 
lected from the children. However, stool specimens from a 
turtle that the siblings received at a county fair yielded Sa/mo 


nella serotype Sandiego. During the same period, a stool speci 


men from a man aged 20 years with diarrhea also yielded 
S. Sandiego; he recently had won a turtle at a county fair. 
Isolates from the children’s turtle and the man were indistin 
guishable by PFGE. 

Wisconsin. During November 2002, an infant aged 24 days 
was admitted toa hospital after | day of bloody diarrhea. | he 
infant was hospitalized for 3 days and received intravenous 
fluids and supportive care. A stool culture yielded Salmonella 
serotype IV 44:z,2,,:-. The infant was treated for 14 days 
with oral amoxicillin. An iguana was reported living in the 
home of the infant's father; however, attempts to collect stool 
samples from the iguana were unsuccessful. 

[wo weeks later, an infant aged 4 months in a neighboring 
county visited a hospital after 8 days of fever of 100.3° | 
(37.9° C) and 3 days of decreased range of motion In the left 
hip. Salmonella serotype 1V 44:2,2,,:- was isolated from both 
left hip aspirate and blood cultures. The infant was hospital 
ized for 6 days and treated intravenously with cefotaxime and 
gentamicin. An iguana was reported living in the infant's home, 
but the reptile was removed before it could be tested. Both 
iguanas associated with the infants were traced back by the 
state health department to the same distributor in Florida. 
Reported by: R Reporter, MD, Los Angeles County He 
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Editorial Note: Salmonellosis associated with reptiles is a con 
tinuing public health concern (5,6). During the 1970s, small 
pet turtles were a major source of Sa/monella infections in the 
United States (/). In 1975, the Food and Drug Administra 
tion banned commercial distribution of small (i.e., <4 in. long) 
turtles; the majority of states prohibited the sale of such turtles. 
These measures prevented an estimated 100,000 cases of sal 
monellosis among children each year (/). However, reptiles 
remain popular pets in the United States; during 1991-2001, 
the estimated number of households with reptiles doubled 
from approximately 850,000 to 1.7 million (7). The increase 
in pet reptile popularity has been paralleled by an increase in 
the number of reptile-related Sa/monella serotypes isolated from 
humans (2,6). 

Reptiles are commonly colonized with Salmonella and shed 
the organism intermittently in their feces (6). Attempts to 


treat reptiles with antibiotics to eliminate Salmonella carriage 
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have been unsuccessful and might lead to increased antibiotic 
resistance (5). Salmonella survives well in the environment and 
can be isolated for prolonged periods from surfaces contami- 
nated by reptile feces (8). For this reason, even minimal indi- 
rect contact with reptiles can result in illness (2,5). 

Increasing evidence suggests that amphibians also are a 
source for salmonellosis (3,4). Frogs and toads are frequent 
carriers of Salmonella and have been linked by epidemiologic 
evidence to outbreaks (3,4). In a population-based, case- 
control study, housing an amphibian was associated 
independently with Sa/monella infection (3). Overall, reptile 
and amphibian contacts are estimated to account for 74,000 
(6%) of the approximately 1.2 million sporadic Salmonella 
infections that occur each year in the United States (3). 

Gaps remain in the public’s understanding of amphibian- 
and reptile-associated salmonellosis. In one study, fewer than 
half the families with salmonellosis and known iguana expo- 
sure suspected their iguanas might have been the cause of ill- 
ness (2). Pet-store owners, health-care providers, and 
veterinarians should provide information and prevention 
messages about salmonellosis to owners and potential pur- 
chasers of reptiles and amphibians. Educational materials are 
available from the Pet Industry Joint Advisory Council, tele- 
phone 800-553-7387. 

In 1999, the National Association of State Public Health 
Veterinarians and the Council of State and Territorial Epide- 
miologists recommended that state and local agencies adopt 
regulations to prohibit the sale or gift of reptiles without writ- 
ten point-of-sale education to consumers about the risks for 
and prevention of reptile-associated salmonellosis (9). In Feb- 
ruary 2003, CDC polled health departments in all 50 states 
and New York City (NYC) to determine whether such regula- 
tions existed. Among the 49 health departments responding, 
four states (Colorado, Illinois, Kansas, and Texas) required 
pet stores to provide information about salmonellosis to per- 
sons purchasing any reptile; five (California, Connecticut, 
Maryland, Michigan, and New York) required providing sal- 
monellosis information to persons purchasing a turtle but not 
other reptiles. Tennessee prohibited sale of all turtles. NYC 
prohibited sale of certain reptiles, including iguanas, small 
turtles, and boas, and required posting of information about 
reptile-associated salmonellosis where other reptiles were sold. 

Evaluation of the effectiveness of mandated point-of-sale 
education in reducing amphibian- and reptile-associated sal- 
monellosis could help guide future prevention efforts. In the 
meantime, areas such as NYC have adopted restrictions on 


the sale of certain reptiles similar to those for small turtles. 
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Tuberculosis Outbreak Among 
Homeless Persons — King County, 
Washington, 2002-2003 

The Public Health—Seattle and King County (PH-SKC) 
Tuberculosis Control Program, with assistance from the Wash- 
ington State Department of Health and CDC, is continuing 


to investigate an ongoing outbreak of tuberculosis (TB) dis- 
ease among homeless persons in Seattle (/). This report 
describes patient characteristics, methods used to identify 
active TB cases and contacts at highest risk for exposure, and 
control measures under way to prevent further transmission 
of this outbreak strain of Mycobac‘erium tuberculosis. 

During 1999-2001, PH-SKC reported an annual average 
of 13 cases of TB among the homeless population. In 2002, 
diagnosis of TB in 30 homeless patients prompted an investi- 
gation. As of September 30, 2003, PH-SKC had identified 44 
outbreak-associated TB patients with dates of diagnosis dur- 
ing May 2002-September 2003. Outbreak-associated TB 
patients have been defined according to the following criteria: 
1) having an M. tuberculosis isolate with a matching 15-band 
restriction fragment length polymorphism (RFLP) pattern (2) 
(n = 39) or 2) if RFLP analysis is pending, having an epide- 
miologic link to a patient whose isolate matched the outbreak 
pattern (n = five). All but three of the outbreak-associated 


patients were homeless at the time of diagnosis; 43 (98%) 


were born in the United States, 34 (77%) were male, 21 (48%) 
were American Indian/Alaska Native, and 17 (39%) were 
black. Of the 38 (86%) patients with pulmonary disease, 23 
(61%) had acid-fast bacilli identified on sputum smear at 
diagnosis. Seven (16%) outbreak-associated patients also were 
infected with human immunodeficiency virus (HIV). 

In January 2003, an investigation conducted by PH-SK(¢ 
assisted in identifying contacts at highest risk for exposure. 
Investigators reinterviewed outbreak patients and health-care 
providers serving homeless facilities to identify additional 
patient contacts. Sites of transmission were determined by 
review of homeless facility intake registries for the presence of 
infectious patients and the rates of positive tuberculin skin 
testing (TST) results among staff and clients. Exposed 
cohorts were identified at three sites of transmission. The 
cohort prioritized for intensive screening included 385 con- 
tacts from three homeless facilities and 86 other contacts 
named by patients or health-care providers. 

In February 2003, PH-SKC began an intensive effort to 
screen the high-priority cohort for TB disease and latent TB 
infection (LTBI) in the TB clinic and at homeless facilities, 
which included symptom review, chest radiograph, sputum 
examination and culture, TST, and voluntary HIV counsel- 
ing and testing. During February 1—September 30, PH-SKC 
screened approximately 380 contacts with a chest radiograph 
and/or sputum culture. Of the 44 outbreak-associated patients, 
20 were reported during this time, and 11 (55%) were identi- 
fied through PH-SKC screening efforts, limiting the amount 
of time these patients were exposing others in the commu- 
nity. As of December 9, all homeless outbreak-associated 
patients with TB disease and some contacts with LTBI were 
receiving directly observed therapy. 

Focused, intensified screening efforts for early detection and 
treatment of both TB disease and LTBI are under way to con- 
trol transmission in the King County community (3). TB con- 
trollers, particularly those from western states, should consider 
the possibility of unrecognized TB outbreaks involving home- 
less persons in their communities. 

Reported by: M Narita, MD, S Goldberg, MD, L Lake, MBA, Public 
Health—Seattle and King County; T Kuss, MPH, K Field, MSN, 
] Hofmann, MD, Washington State Dept of Health. P McElroy, PhD 
P Tribble, MA, Div of Tuberculosis Elimination; B Metchock, DrPH, 
Div of AIDS, STD, and Tuberculosis Laboratory Research; 
M McConnell, MD, Global AIDS Program, National Center for HIV 
STD, and Tuberculosis Prevention; K Lofy, MD, EIS Officer, CDC. 
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Notice to Readers 


Request for Information About Acute 
Encephalopathy Associated with Influenza 
Virus Infection in U.S. Children 


Since the mid-1990s, several hundred cases of acute encepha- 
lopathy have been reported in Japanese children with influ- 
enza virus infection (/,2). These cases have been characterized 
by fever and rapid onset of encephalopathy, resulting in a high 
frequency of neurologic sequelae and mortality. The majority 
of the children have had laboratory-confirmed evidence of 
influenza. 

Reports of influenza-associated encephalopathy have been 
uncommon in the United States (3,4). To determine if a simi- 
lar pattern is occurring in the United States, CDC is request- 
ing information on any case meeting certain criteria. The 
criteria include a person aged <18 years with altered mental 
status or personality change lasting >24 hours and occurring 
within 5 days of onset of an acute febrile respiratory illness, 
laboratory or rapid diagnostic test evidence of acute 
influenza virus infection associated with the respiratory ill 
ness, and diagnosis of the condition in the United States. Cases 
meeting these criteria should be reported to CD( telephone, 
$04-639-0277 or 404-639-2893; tax, 404-639-3866; o1 


e-mail, tmu0@cdc.gov or nib9@cdc.gov 


References 


Notice to Readers 


Inclusion of Official Counts of SARS-CoV 

Disease in National Notifiable Diseases 

Surveillance System Data Presentation 

Beginning with this issue of MMWR, severe acute respira- 
tory syndrome-associated coronavirus (SARS-CoV) disease 
incidence data are being added to Table 1, Summary of provi- 
sional cases of selected notifiable diseases, United States. 
Effective July 1, 2003, SARS-CoV disease was added to the 
list of nationally notifiable conditions as designated by the 
Council of State and Territorial Epidemiologists and with con- 
currence from CDC (/). The National Notifiable Diseases 
Surveillance System (NNDSS) is the official source of SARS- 
CoV disease case counts. 

No SARS-CoV disease cases were reported in the United 
States from July 1, 2003 (27th week) through December 6, 
2003 (49th week). However, as an aid to future data interpre 
tation and comparison, SARS-CoV incidence data were 
included in NNDSS for the first half of the year (week ending 
January 4, 2003, [first week] through week ending June 28, 
2003 [26th week]). Cumulative SARS-CoV disease incidence 
data for MMWR weeks 1-49 (week ending December 6, 2003) 
are presented in Table I. 
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Erratum: Vol. 52, No. 41 


In the report, “Infants Tested for Hearing Loss—United 
States, 1999-2001,” an error occurred in the fourth paragraph 
on page 982. The paragraph should read, “For 1999, five states 
areas reported that 179 infants were identified with HL; 108 
(60.3%) were enrolled in early intervention programs by age 
6 months. In 2001, a total of 24 states/areas reported that 
1,306 infants were identified with HL; 831 (63.6%) were 
enrolled in early intervention programs. Of these 831 enrolled 
infants, 579 (69.7%) reportedly were enrolled by age 6 


months.” 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals December 6, 2003, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, Acute 3 555 
Hepatitis B, Acute a 393 


Hepatitis C, Acute 92 
Legionellosis we 
Measles, Total * 
Meningococcal Infections 
Mumps 
Pertussis 


* 
Rubella 
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Ratio (Log Scale) 
[_] Beyond Historical Limits 


No measles or rubella cases were reported for the current 


t 4-week period yielding a ratio f 
Ratio of current 4-week total to mean of 15 4-week tot 


or week 49 of zero (0) 
9US, COMparable, and subsequent 4-w 
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TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 6, 2003 (49th Week)* 


Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 
. 2 Hansen disease (leprosy)' 54 
Hantavirus pulmonary syndrome 17 
Hemolytic uremic syndrome, postdiarrheal 143 
infant 0 64 HIV infection, pediatric 204 

other (wound & unspecified) 3 18 Measles, total 43" 

Brucellosis Mumps 183 
Chancroid 64 Plague 
Cholera 











Anthrax 
Botulism . 
foodborne 26 


2 Poliomyelitis, paralytic 
Cyclosporiasis 62 57 Psittacosis 
Diphtheria Q fever' 
Ehrlichiosis - Rabies, human 
human granulocytic (HGE) Rubella 
human monocytic (HME) Rubella, congenital 
other and unspecified SARS-associated coronavirus disease" 
Encephalitis/Meningitis . . Streptococcal toxic-shock syndrome 
California serogroup viral Tetanus 
eastern equine’ is Toxic-shock syndrome 
Powassan!' - Trichinosis 
St. Louis’ } Tularemia 
western equine : . Yellow fever 


— GW 
ny oO — 
NM WM MH 


rs 




















No reported cases 

* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Not notifiable in all states 

* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 

, Last update November 30, 2003 
Of 43 cases reported, 32 were indigenous, and 11 were imported from another country 

** Of 39 cases reported, 24 were indigenous, and 15 were imported from another country 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003) 
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TABLE Ii. Provisional cases of selected notifiable diseases, United States, weeks ending December 6, 2003, and December 7, 2002 





(49th Week)* 
Encephalitis/Meningitis 
AIDS Chiamydia' Coccidiodomycosis Cryptosporidiosis West Nile 


Cum. Cum. Cum. Cum. Cum. Cum. 
2002 





Cum Cum. Cum. 
2002 2003 2003 2002 2003 




















Reporting area 20035 2003 


INITED STATES 3,993 3,834 3,111 2,833 1,785 
NEW ENGLANI 4 25,§ é 187 6 
Maine 3 - 1 N N 11 
N.H 


nmawa 


aUalT 

PR 

VI 

Amer. Sarr 
C.N.M.1 





N: Not notifiable vailabl reported > o.N.M ommonwealth of Northern Mariana Island 

* Incidence data for renx ng 200% {2003 are provi 
Chiamydia refers t ; > Ss caused t trachomatis 
Updated monthly from repo f HIV/AIDS Preventior Surveillance and Epidemiology, National Cente 


November 30, 2003 
* Contains data reported through National Ele: 


(year-to-date) 


r for HIV, STD, and TB Prevention. Last update 


> Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 6, 2003, and December 7, 2002 
(49th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0O157 not serogrouped Giardiasis Gonorrhea 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum Cum Cum 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 
UNITED STATES 2,438 258 1 12¢ 51 

NEW ENGLAND 154 pe 54 4 1€ 

Maine ( 7 

N.H 

Vi 

Mass 

R 


























MID. ATLANTIC 
Upstate N.Y 
N.Y. City 


s AIK 
MOUNTAIN 








notifiable U: Unavailable No reported cases 


* Incidence data for reporting years 2002 and 2003 are provisional ¢ 
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TABLE Ii. (Continued) Provisional cases of selected 
(49th Week)* 


notifiable diseases, United States, weeks ending December 6, 2003, and December 7, 2002 





Haemophilus influenzae, invasivet 


Hepatitis 





All ages 


Age <5 years 


(viral, acute), by type 





All serotypes 


Serotype b 


Non-serotype b 


Unknown serotype 


is 





Cum 
2003 


Cum. 
2002 


Cum. 
2003 








Reporting area 


Cum. 
2002 


Cum. Cum. 


2003 2002 2003 








Cum. 


Cum. 
2002 


Cum. 
2003 








UNITED STATES 
NEW ENGLAND 


Main 


N.H 


558 20 


4 


11¢ 


e 


V 
Mass 

RJ 

MID. ATLANTIC 
Upstate N.Y 


N.Y.C 


t 
y 


CENTRAI 


CENTRAL 


MOUNTAIN 
Mont 

idar 

Wy 

Col 

N. Mex 
Ariz 

Jtar 

Ne\ 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 
P.R 
V1 
Amer. Samoa U 
C.N.M.1 T 


29 87 132 


11 


174 


e] 


J 


U 


6,857 


307 
18 
11 
6 
186 
15 
71 


8,323 
286 


1,699 
141 





N: Not notifiable U: Unavailable 

* Incidence data for reporting 
Non-serotype b: nontypeat 
serotype b 


No reported cases 
years 2002 and 2003 are provisional and c 
1€ and type other than b Unknown serotype 


>uMulative (year-to-date) 
type unknown or not reported Previously, cases reporte 


2d without type information were counted as non- 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 6, 2003, and December 7, 2002 
(49th Week)* 


Hepatitis (viral, acute), by type 








B Cc 


Legionellosis 


Listeriosis 


Lyme disease 











Cum. Cum. Cum. 
Reporting area 2002 2003 2002 





Cum Cum. 
2003 2002 





Cum. Cum. 





Cum. | Cum 





UNITED STATES 1,772 1,703 
NEW ENGLAND 

Maine 

N.H 

Vt 

V 


Mas 
nr 


MID. ATLANTIC 
Upstate N.Y 
: . 


W.N. CENTRAL 
Minr 


INITAIN 
MOUNTAIN 
Mant 


1.888 vr 


N: Not 


notifiable 


14 


2003 2002 


4 


2003 


2002 





* Incide 


nce data for r 








1216 MMWR December 12, 2003 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 6, 2003, and December 7, 2002 
(49th Week)* 





Meningococcal Rocky Mountain 
Malaria disease Pertussis Rabies, animal spotted fever 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 


UNITED STATES 1,090 1,321 1,460 674 7,305 8,144 284 7,323 899 998 


NEW ENGLAND 41 78 68 1,005 821 544 880 . 7 
Maine ‘ 12 17 64 57 

N.H é y : 60 4 13 48 

vt Z K 4 64 159 

Mass 3 42 47 826 560 

R.I 2 4 2 20 13 

Conr ‘ y y ! 23 29 























MID. ATLANTIC ’ 30 1,007 502 
Upstate N.Y . 4 50 50 640 338 
N.Y. City 2% 

N.J 5 27 84 
f 3 . 3 8° 283 


CENTRAL 


W.N. CENTRAL 


Minn 
Mi 


~ 
oO 


iowa 


Mc 


iO NM 
© o@ 
> NM PO 


wo 


an 
¥. Van 


Nao 


20 uW 


on 
coz) 

— Oo 
b 

“Ni 

I~ UI 


o 
~WMMW¢ 
c= = 

NON O 


Ww 
NM 


3 
3 
4 
45 
27 
5 


~_—~® 
>On vu) 


E.S. CENTRAL 
Ky 

Tenn 

Ala 


Miss 


w 


W.S. CENTRAL 
Ark 

La 

Ok a 

Tex 


MOUNTAIN 


Mont 


uo 


Idaho 
Wy« 


c 


on 


on 


\c 


Ww 
Oo 


> 
IMM DSM ~w 
N 


no 


N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 


Calif 


N w& 
OmMmoOs 

> O @ —_~— 
& 


~ 


Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa j U U 
C.N.M.1 U U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 6, 2003, and December 7, 2002 


(49th Week)’ 





Salmonellosis 


Shigellosis 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant, 
all ages Age <5 years 








Reporting area 2003 2002 


Cum Cum. 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 








Cum. Cum Cum Cum 
2003 2002 2003 2002 





UNITED STATES 38,592 
NEW ENGLAND 1 


MID. ATLANTIC 
Jpstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Or j 


Ind 


Mict 
Wis 
W.N. CENTRAL 
Minn 
lowa 
Mo 
\. Dak 
S. Dak 
Nebr 


Kans 


V.S. CENTRAL 


. 
A 
Ark 


La 

Oxia 

Te « 
MOUNTAIN 
Mont 
Idaft 
Wy 
N. Mex 
Ariz 
Utah 


Nev 
PACIFIC 


Wast 
Oreg 
Calif 
Alaska 


Hawaii 


Guam 

PR 

VI 

Amer. Samoa 


C.N.M.1 


32 





N: Not notifiable 


U: Unavailable No 


reported cases 


* Incidence data for reporting years 2002 and 2003 are provisional and cumulativ 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 6, 2003, and December 7, 2002 


(49th Week)* 





Syphilis 





Primary & secondary 


Congenital 


Tuberculosis 


Typhoid fever 


Varicella 
(Chickenpox) 











Cum Cum. Cum. 





Reporting area 2003 2002 2003 2002 


Cum. 





Cum. 


2002 





2003 2002 


Cum. Cum. 





Cum. 
2003 





UNITED STATES 6 35D eae 


NEW ENGLAND 19% 4C 1 
Maine 4 2 1 
N.H 
Vt 


Mass 
RI 


). ATLANTIC 
Ipstate N.Y 


CENTRAL 


S. ATLANTIC 
De 


S. CENTRAL 


CENTRAL 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 
PR 


Vi 


¥ 
Amer. Samoa 
C.N.M.1| 


406 
1 


12,079 


405 
20 
17 

219 
48 
94 

073 

294 

002 

468 

309 

241 

213 

117 

601 

248 
62 

495 

211 
31 

126 


fo) 


ag — 


oOn— 


45 
2 


2 
0 


Ww 
= 
1 


aD 
AODALAQWDY 


NWO 
moa 


297 306 
13 


—_—L ~“ 
onwm=-OD ® 


Ww 


ANNO DW 


C 


oO 


— > , 


™N 


© 
NNMOODO NWP 


om, 


12,261 
1,722 
776 


790 
151 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 


and 2003 are provisional and cumulative 


(year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 6, 2003 (49th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 
Age >65 





45-64 | 25-44 


om | <1 





Pal’ 
Total 


Reporting Area 





All 
Ages 


45-64 | 25-44 | 1-24 | 








NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 

Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.! 
Somerville 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


Mass 


MID. ATLANTIC 
Albany, N.Y 
Allentown, Pa 
Buffalo, N.Y 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N.Y 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa 
Reading, Pa 

F 5 N.Y 
Schenectady, N.Y 
Scranton, Pa 


Utica, N.Y 
N.Y 


Yonkers 


E.N. CENTRAL 
Akron, Ohio 
Canton 

Chic ag 
Cincinnati 
Clevela 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, Ind 
Fort Wayne, Ind 
Gary, Ind 
Grand Rapids 
Indianapolis, Ind 
Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, Il 
South Bend, Ind 
Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


Lansing 


o1edc 


lowa 


Mich 


> 


re) 


rR 


106 38 1 
29 19 


W ¢ 


2 


WON WON Ww 
nonwcnsh Nw @®— &W 


~“ 


61 47 11 
80 56 14 


U 
5 


6 


60 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenr 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

E| Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 


Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 
Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawai 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 


1,376 

124 
173 
116 
154 
117 


o = 


=| 
CcCnoao 


1On@ 


NM WW ® 


5S 
ro) 


nm 
“Ni 
Ww 


>65 





U: Unavailable 


* Mortality data in this table are voluntarily reported from 12 


--No reported cases 


occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
Pneumonia and influenza 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Total includes unknown ages 


2 cities in the United States, most of which have populations of >100,000. A death is reported by the p 


lace of its 
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